A case of reciprocal rhythm of ventricular origin associated with atrial fibrillation and complete A V block is described. This manifestation shows that an atrial bridge is not an essential link in the reciprocal mechanism, and that the reciprocal mechanism is effected through the presence of an upper common A V nodal pathway. (Fig-i) . This is best seen in lead Vi, and is reflected by the absence of P waves and an irregular chaotic baseline due to distortion by the fibrillation or 'f' waves. The ventricular rhythm is slow and regular (rate 60/min.; RR interval i-oo sec. 
Reciprocal rhythm may occur with impulses of ventricular origin. In this rhythm, a ventricular impulse, usually a ventricular extrasystole, is conducted retrogradely through the AV node, and during its passage through the AV node enters another AV nodal pathway, or 'bypass', which enables it to return to, and activate, the ventricles once again. The rhythm manifests with a bizarre QRS complex, reflecting the ventricular extrasystole, that is related to an ensuing premature QRS complex -the reciprocal beat or return extrasystole. The Fig. 2 by beat R3). This post-extrasystolic QRS complex occurs prematurely since the sum of the pre-and postextrasystolic intervals (interval R2-R3 in Fig. 2) measures o-8o sec., and this is shorter than the idionodal RR interval of I*OO sec. (e.g. intervals RI-R2, R3-R4, and R4-R5 in Fig. 2 ). It is therefore evident that the basic idionodal rhythm is reset by the advent of the ventricular extrasystole and its ensuing premature beat. The succeeding idionodal cycle -the cycle terminated by R4 -begins from a moment that occurs just before the post-extrasystolic beat, i.e. the AV nodal pacemaker is passively discharged between the extrasystole (Vx) and its ensuing beat (R3); this passive discharge of the AV nodal pacemaker must therefore be related to the conduction of the extrasystolic impulse. Furthermore, the post-extrasystolic QRS complex is almost identical to the QRS complex of the basic idionodal rhythm. This indicates that the impulse which recorded the premature complex must have travelled through the same intraventricular pathways as the impulse of the subsidiary pacemaker, and thereby establishes that the basic subsidiary escape rhythm is idionodal in origin. The premature QRS complex of the basic QRS pattern only occurs after a ventricular extrasystole, and is consistently coupled to the ventricular extrasystole, thereby indicating a close relation to the ventricular extrasystole. All these factors make it difficult to conceive of any relation other than a reciprocal coupling of the two beats: an impulse that arises in the ventriclesthe ventricular extrasystole -and which, during its passage through the AV node, enters another AV nodal pathway which enables it to return to, and activate, the ventricles once again -the reciprocal beat. The ventricular impulse, during its passage through the AV node, also discharges the AV nodal pacemaker and thereby resets the AV nodal cycle.
No reciprocal beats were associated with the basic idionodal rhythm. This is because the returning idionodal impulse finds the region below the AV nodal pacemaker -a lower common pathway (see below) -refractory, as a result of preceding anterograde activation of this region of the AV nodal impulse. This block of the idionodal reciprocal impulse occurs because the reentry time of an AV nodal impulse is relatively short; the returning impulse therefore encounters a refractory lower common pathway. The re-entry time of a ventricular impulse, however, is longer, thereby facilitating the completion of the reciprocal circuit. This principle is illustrated in 
Discussion
Reciprocal rhythm requires the presence of at least two separate atrioventricular pathways, and there are four possible variations in their relation (Schamroth and Yoshonis, I969) . These are as follows (illustrated in Fig. 3 with specific reference to reciprocal rhythm of ventricular origin).
(i) The pathways may be separated from each other in the upper part of the AV node, and communicate in the lower part of the AV node to form a lower common pathway (Fig. 3A) .
(2) The pathways may be situated in the middle of the AV node and communicate with each other in both the upper and lower parts of the AV node to form upper and lower common pathways (Fig. 3B) .
(3) The pathways may be separated from each other in the lower part of the AV node, and communicate in the upper part of the AV node to form an upper common pathway (Fig. 3C) .
(4) The pathways may be separated from each other throughout the entire AV node or AV junction. There is therefore no communication between the two pathways and no common pathway exists (Fig. 3D ).
The precise interrelation of the two pathways has given rise to considerable controversy. Rosenblueth (I958), Mendez et al. (I965), and Moe and Mendez (I966) state, on the basis of experimental work, that the atria are an integral part of any reciprocal mechanism, i.e. the impulse, irrespective of its origin, must traverse a bridge of atrial tissue to complete the reciprocal circuit. This concept excludes the presence of an upper common pathway; the two pathways are situated in the upper part of the AV node, and only communicate in the lower part of the AV node to form a 'final common pathway' (Mendez et al., I965; Moe and Mendez, I966) . This is illustrated in Fig. 3A , for fibrillating atria cannot constitute a responsive conduction pathway for a reciprocal circuit. The return level must therefore be present in an upper common pathway, and the AV block must be present in this upper common pathway, proximal to the return level. The most likely anatomical configuration in this case thus appears to be a bypass that is situated in the middle of the AV node and that is associated with both an upper and a lower common pathway (Fig. 3B) . The upper common pathway permits the reciprocal return, and also blocks the fibrillating impulses proximal to the return level. The lower common pathway blocks the reciprocal impulses that may be associated with the idionodal beats. 
